Mr R B, aged 53, a caretaker, was referred to hospital with a diagnosis of chronic urinary retention and overflow incontinence. He had a three-month history of 2-hourly frequency by day, hourly nocturia, and poor urinary stream. There was also marked hesitancy and terminal dribbling, and he had the feeling he was not emptying his bladder. His previous medical history did not contribute but he had lost more than 5 kg weight in the last year despite a healthy appetite.
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On clinical examination he looked well and there was no superficial lymphadenopathy. The lungs appeared clear and there were no signs of cardiac failure. Blood pressure was 130/80 mmHg. There was a non-tender swelling arising from the pelvis in the midline which reached the umbilicus. On rectal examination the prostate appeared to be large and smooth. Retention of urine was suspected, but only 100 ml of clear urine was obtained.
Investigations
Urinalysis was normal. Results of haematological examination were: Hb 13 g/dl, WBC 10 000/mm3, ESR 25 mm in the first hour (Westergren). Blood urea, electrolytes and acid phosphatase were all normal. Chest X-ray showed clear lung fields. An intravenous urogram showed prompt and equal excretion of the contrast, and normal upper tracts; there was no evidence of back pressure and the ureters were seen throughout their length but were displaced laterally by a large, soft tissue mass within the pelvis which compressed the bladder. Under general anaesthetic, bimanual examination revealed a large fixed tumour occupying the entire pelvis. The prostate was diminutive and the seminal vesicles were palpable on each side. On cystourethroscopy the penile urethra was normal but the prostatic urethra could only be entered and visualized by acutely depressing the eye-piece end of the instrument. As the instrument was advanced in this plane into the bladder it was apparent that the bladder cavity was reduced to a mere slit by a large extrinsic mass posterior to it. There was oedema of the posterior wall.
Through a small suprapubic incision, cystotomy was performed to define the tumour, which was found to be inseparable from the posterior wall of the bladder and fixed to the right side of the pelvis. During handling ofthe tumour, there was a dramatic rise in the blood pressure, from 140/90 to 240/140 mmHg. This suggested the possibility of a phaeochromocytoma, since none of the anaesthetic or analgesic agents could have been responsible. In view of this and the fixity of the tumour, no further attempt was made to remove it and serial Trucut biopsies from various parts of the tumour mass were taken. At the end of the operation the blood pressure remained elevated at 200/120, but gradually fell over the next 6 hours to the preoperative level.
No hypotensive agents were used.
Urinalysis for free catecholamines assessed as noradrenaline using the method described by Bell et al. (1967) showed significant elevation in two 24-hour urines collected on postoperative days 1 and 14. The respective levels were 0.94 ,umol/ 1 (urine volume 1500 ml) and 1.44 ,umol/ 1 (urine volume 2130 ml). A third sample taken on day 21 measured 0.60 ,umol/l (urine volume 1820 ml), this value being at the upper limit of normal.
Lung, liver and bone scans were all normal.
Pathology
The needle biopsies were fixed in formal saline and processed to paraffin sections. Histological examination showed a cellular tumour which was predominantly spindle celled with a degree of perivascular orientation and considerable pleomorphism (Figure 1 ). There was a loose myxoid stroma. In some areas there was whorling of the cells. No myofibrils or cross striations were seen with phospho-tungsten-haematoxylin stains. Connective tissue stains suggested that the stroma consisted of moderately sulphated mucopolysaccharides.
The initial histological diagnosis was rhabdomyosarcoma, the other possibilities being liposarcoma, oedematous fibrosarcoma and malignant fibrous histiocytoma. Electron microscopy, carried out to help elucidate the diagnosis, did not reveal any myofibrils but showed the well developed endoplasmic reticulum of the tumour cells and a large number of associated collagen fibrils (Figure 2 ), suggesting that the tumour was a fibrosarcoma.
Treatment andprognosis
The patient was referred for megavoltage radiotherapy and received 6000 rad over 6 weeks; this resulted in some reduction in tumour size. Chemotherapy was begun, with intravenous vincristine 2.25 mg, actinomycin D 0.6 mg and cyclophosphamide 450 mg being given weekly for 9 weeks; thereafter these agents were given every third week. The tumour has increased in size and there is evidence that the prostate and seminal vesicles have been invaded; it remains fixed to the right side of the pelvis. Further attempts at cystoscopy have failed, since it is not possible to advance the instrument beyond the bladder neck due to distortion by the tumour mass. Recent urography has shown moderate hold up in the ureters. Results of subsequent assessment of 24-hour urine samples for free catecholamines were: at three months 0.63 umol/l (urine volume 1900 ml), at four months 0.72 jmol/I (urine volume 2248 ml), i.e. the upper limit of normal. Zornow et al. (1977) described phaeochromocytomas arising in the presacral and retroperitoneal spaces, whilst Pugh (1958) described them in relation to the bladder. However, in our patient there was no histological evidence of phaeochromocytoma, and the tumour could therefore be classified as a soft tissue sarcoma. Tefft et al. (1977) classified such sarcomas according to age group and the commonest at age 50 and over was leiomyosarcoma. In our patient, light and electron microscopy showed no features of rhabdomyosarcoma, but demonstrated appearances typical of a fibrosarcoma. The rare feature is that it is accompanied by the endocrine characteristics of a phaeochromocytoma; we have found no record of a similar case.
Discussion

